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I 14. TITLE: 9 15 SW Harrison, Room 65 S 

Secretary of Social & Rehabilitation Services Topeka, KS 66612-22 10 

15. DATE SUBMITTED: 

FORM HCFA- 179 (07-92) 




of  the  

Revision: HCFA-PM-9 1-8 (MB) ATTACHMENT 2.2-A 
October 1991 Page 23a 

State/Territory: Kansas 
~~ 

Citation Groups Covered 

B. Optional Groups Other Thanthe Medically Needy 

1906 of the 18. 
Act 

I902(a)( 1O)(F) 19. 
and 1902(u)(1) 
of the Act 

1902(e)(12) 20. 

1902(a)(1O)(A)(ii)(XVII) 2 1. 
of the Act 

TN No. MS #03-30 Approval Date 
supersedes 
TN NO. MS 91-46 

(Continued) 

Individuals required to enroll in 
cost-effective employer-based group health 
plans remain eligible for a minimum 
enrollment period of 0months. 

Individuals entitled to elect COBRA 
continuation coverage and whose 
income as determined under Section 
1612 of theAct for purposes of the 
SSI program, is no more than 100 percent 
of the Federal poverty level, whose 
resources are no more than twice theSSI 
resource limit for an individual, and for 
whom the Statedetermines that the cost 
of COBRApremiums is likely to 'be less 
than the Medicaid expenditures for an 
equivalent set of services. See 
Supplement 11 to Attachment 2.6-A. 

A child under age 19 (not to exceed age 
19) who has been determined eligible is 
deemed to be eligible for a total o'f 12 
months (not to exceed 12 months) 
regardless of changes in circumstances 
other than attainment of the maximum age 
stated above. 

Individuals who areinfostercare under the 
onresponsibilityState of Kansas their 18'h 


birthday, without regard to incomeor resources, 

through the month of their 2 1St birthday who are 

under the following age: 

effective October 1, 2003, age 1 8  and 3 months; 

effective November 1,2003, age 18 and 4 months; 

effective December 1,2003, age 18 and 5 months; 

thereafter, effective the first day of each following 

month, the age coveredwill be increased by one 

month until July 1, 2006. 
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